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THE DILEMMA OF THE MEDICAL PROFESSION - A NEED FOR 
CHANGE IN MEDICAL EDUCATION 


Presentation at the Presbyterian Medical Centre, 
Chonju, Korea, March 1974, 
by 


Dorothea Sich, MD 


Definition of 'health' by the World Health Organization (WHO): "Health 


merely the absence of disease or infirmity." 


Definition of 'medicine' by Webster's New World Dictionary: "Medicine 


is the science and art of diagnosing, treating, curing and preventing 
disease, relieving pain and improving and preserving health." 


Bearing these definitions in mind, the first question we should ask 
ourselves is: "Do we, as modern physicians, have a concept of health 
that is equivalent to the WHO definition above, which includes not only 
the physical but also the mental and social well-being of our patients?" 
The second question is: "Do we, as modern physicians, master the art 

and science of medicine sufficiently to support and enforce these three 
aspects of health - physical, mental, and social - as defined by WHO? 
Or, although we have an extensive knowledge, skill and technology con- 
cerning the physical side of health, are we not mere laymen in our ap- 
proach to health in its mental and social relation to man, and have we 
not almost forgotten and considerably neglected to think and learn about 
the art of medicine to meet these needs?" The third question is: "Do 
the returns in the form of health benefits for the people make it worth- 
while to invest large sums of money in the training of medical doctors, 
(costing $20,000 - 30,000 per person), when they frequently emigrate to 
another country?" (Korea has some 16,000 registered physicians of whom 
3,133 are abroad at present.) 


This last question in particular is asked with increasing frequency by © 
governments and international and donor agencies. It has often been sug- 
gested that it would be cheaper to reduce the quality of medical educa- 
tion and train large numbers of auxiliary health workers. The auxili- 
aries may not have the superb technical skills and detailed knowledge 

of the professional doctors but they effectively cover the basic health 
needs of the majority. They may be unable to treat complicated disea- 
ses, but people in developing countries frequently get sick and die 

from preventable or easily curable diseases. There is a limited num- 

ber of these diseases, and it does not take a highly trained physi- 

cian to prevent the harm they do to populations. A few weeks ago, an 
Associate Director of the Christian Medical Commission of the World 
Council of Churches in Geneva, who was visiting Korea, suggested that 
medical education courses be reduced by two years, that the physician 

be given less basic science and given instead a shortened but intensi- 
fied clinical training. In this way, a larger number of physicians 

would be available in a shorter space of time. These would not be sub- 
ject to brain drain, they would cost less to train, and the people of 

the country would be able to afford their services! 


The medical profession, however, is very reluctant to engage in such 
arguments. The usual reaction is: "Such suggestions promote second 
class medicine. Aren't our people worth the best type of medicine 
available on this globe? Are they less precious than patients in dev- 
eloped countries?" Yet the fact is that, under present circumstances, 
many people get nothing - let alone the best: 


There are those who level strong criticism at physicians, saying: "You 
don't care for your people at alls; you are only concerned for your own 
well-being, in particular, that of your purse." Many of us feel that 
this is not fair. We are members of a dignified profession which is 
concerned for the well-being of the sick, and such accusations are not 
merited. But the truth of the matter is that the medical profession 

is in an unheard of dilemma. Traditionally, it was considered the ult- 
imate authority on health. But this image is crumbling in developed 
countries and may never have held good for a country like Korea. Per- 
haps this is so because our present day medical profession has, in this 
age of science, neglected to put the art of medicine on an equal foot- 
ing with the science of medicine. I believe that this loss of the phy- 
Sician's authority is final insofar as, in modern times, health is no 
longer the concern of the physician alone; it is a public interest, 

and physicians have come under the scrutiny of the public eye. 


To care for the physical, mental and social well-being of all people is 
a task that goes far beyond what we physicians can accomplish. It is a 
task that involves political and social activities, planning, and a 
great number of highly skilled persons outside the health field - all 
of whom are necessary for unqualified success. These include sociolo- 
gists, anthropologists, health economists, health administrators, stat- 
isticians, demographers, politicians, community leaders and all kinds 
of public and voluntary agencies. In other words, present and future 
health care can only be effective if we take the 'team' approach. The 
problem of adjustment in our profession is that many colleagues, par- 
ticularly those in leading positions or in training institutions, are 
reluctant to acknowledge the need for change. The challenge to the phy- 
sician is that he/she can no longer be 'the' health authority but needs 
to be an effective team leader or, in the right circumstances, an ef- 
Fective team member in matters of health care. Unless we physicians 
manage to adapt our abilities accordingly, we will be left out of the 
decision-making process more and more, and we will have no say in the 
setting of priorities, for example - in the allocation of money. 


With the tremendous upsurge of medicine as a science over the last hun- 
dred years, particularly in biomedical research and in technology, medi- 
cine as a science gained a tremendous reputation and the physician's 
reputation increased with it. At the same time, however, medicine as 

an art declined. It declined as a subject for study and training (at 
least, it was not put on the same level as science) and with it decli- 
ned the traditional status of physicians and the confidence people had 
in them. 


The potential we have developed stands in very sharp contrast to what we 
are able to accomplish in reality. Since I am an obstetrician, I will 
take an example related to that field, and.since we are in Korea, I 

will focus on this country's situation. Nevertheless, the problems: of 
our profession are not restricted to this country alone; they are int- 
ernational. They affect not only developing countries but developed - 


ones as well to varying degrees. And they 
do not remain restricted to obstetrics; we 
can take any clinical field of medicine as 
a case in point. 


During the last decade, there have been tre- 
mendous advances in knowledge and technology 
in the field of obstetrics. These have pro- 
duced powerful new inventions - for example, 
the Sahling Method for analysing the metabo- 
lism of an unborn baby, and the monitoring 

of foetal EKG and intrauterine pressure dur- 
ing delivery, which are both directed towards 
detecting any possible threat to the unborn 
child. Then there is amnioscopy. There have 
been developments in immunology. It is pos- 
sible to predict an unborn baby's sex or pos- 
sible malformation. We have developed pot- 
entials which allow us to protect the health 
of the mother and unborn child to degrees 

and under circumstances which, only a short 
time ago, would have been thought impossible. 


But let us consider the effect of this tre- 
mendous progress on the actual situation in 
a country like Koreas. Nine hundred thousand 
babies are born in Korea every year. Korea 
has a highly trained medical profession. Among the candidates who do 
not speak English as their mother tongue, Koreans attain the highest 
marks in the ECFMG examination. They meet international standards with 
ease. They are well informed about and often considerably skilled in 
all these modern techniques. And yet, reports have been published on 
surveys undertaken during the last couple of years in several different 
regions of Korea, (Koje Do off the south coast; Kyong San Myun near 
Taegu, which is the best and covers more than 2,700 mothers; and Kang 
Wha Do near Seoul), which indicate that in rural Korea, 94-96 percent 
of all deliveries occur at home. Not more than 1l percent are attended 
by anyone with any medical training: doctors, midwives, nurses or nur- 
sing aides. The number of mothers receiving any prenatal care is very 
low, and the number of those receiving regular prenatal care is almost 
nil. We all know that for mothers and children, morbidity and mortali- 
ty come to a dramatic climax during and immediately after delivery. 

How does our potential to find practical solutions to the problems in 
obstetrics and neonatology relate to such need? Has any one of us any 
idea of how to go about bridging the huge abyss between knowledge and 
need? OQur influence on the present situation, despite all we know, is 
close to negligible. We have become 'masters' in the science of medi- 
cine and 'illiterates' in the art. 


We have the potential to solve all the problems, but we have no access 
to them. The education and mentality we have developed limit us to the 
self-chosen ghetto of the hospital. We have become professional crip- 
ples who can no longer manage without a hospital. Only in a hospital 
environment are we able to function. That is why we are here at the 
Presbyterian Medical Center; that is why 88 percent of all Korean phy- 
Sicians live in cities and 2,800 practise in the USA. Physicians are 
only to be found in the vicinity of hospitals where the conditions in 


which they need to practise exist. If the hospitals in Korea have an 
adequate supply of doctors, and if there are no further opportunities 
to rise on the career’ ladder in these hospitals, then the physicians 
emigrate to where such opportunities are still to be found. This, of 
course, is a one-sided view. But the other view, that according to the 
market situation, so physicians gravitate to where they are offered the 
most money, this has been put forward often enough and, in my opinion, 
is just another facet of a very complicated problem. 


We do not know how many children in Korea among the 900,000 born this 
year will be born asphytic and develop brain damage because no resus- 
citation was available. Neither do we know how many of them will fail 
to receive adequate prophylaxis for their eyes. But we do know that a 
certain number of children born this year will have brain damage or 
will develop gonorrhoeal ophthalmia and blindness due to lack of sim- 
ple routine service. They present no particular problem this year or 
next, and they will be of no particular concern during the next decade 
to anybody but their parents. But when other children receive an edu- 
cation, they will not. When other children are grown and adult, these 
children born in 1974, who are damaged due to lack of cheap, simple, 
routine service, will start to become expensive. When other children 
are adult and work to support a family, to contribute to community life 
and to the growth of the nation's economy, these children will still be 
dependent. They will not be able to help themselves. They will need 
to be fed and clad and supported. They will not just be a burden to 
themselves and their own families; they will be a burden to society in 
twenty, thirty, forty years from now - and as long as they live. And 
there is nothing that can be done to set right what we have failed to 
do this year. Increasingly, the people in Governments who must make 
decisions about how public funds are to be spent will question the 
high cost of producing physicians who cannot provide answers to such 
costly problems as these. This is what hangs over the heads of those 
in our profession. 


You or I or any other doctor who went to medical school received more 

or less the same training, no matter whether it were in Korea, Germany, 
the USA, Africa or elsewhere. We learned basic sciences, anatomy, path- 
Ology, physiology, clinical medicine and the like. Human anatomy in all 


parts of the world is reasonably similar to justify such similarity in 
medical education - 


or does it? Apart 
from differences in 
epidemiology and 
the different beha- 
viour of certain 
diseases in differ- 
ent geographical 
areas of different 
races, pathology 
does not have such 
great deviations 
that we cannot 
adapt to the situ- 
ation with the 
training we recei- 
ved, wherever we 
may be. 


But that covers the physical side of disease only. What about, however, 
the other two aspects of health - mental and social? You and I have 
undergone an education that was not too deeply concerned with the men- 
tal aspects of health and disease, and the same applies to the social 
aspects. It seems to me that we have absorbed some notions of the art 
of medicine through observation - although more or less unwillingly - 
and we practise it every day to the best of our ability. But we have 
not been trained in it deliberately and, in my opinion, what we are 
able to practise functions reasonably well only with Western/Western- 
ized patients. Our education in the art of medicine is really at odds 
with a country like Korea. 


Although the anatomy of people is reasonably alike all over the world, 
it is obvious that people are not. People in Central Africa think and 
live in a considerably different manner from the people here in Cholla 
Puk Do. People in Germany are also different from Koreans, and Koreans 
are different from Papua New Guineans or Philippinos. People not only 
think differently and live differently; they organize differently; they C 
have different values in life, and being sick means different things to 
them. The fact that our training does not take this basic truth into 
account is indeed, as far as I am concerned, a reason for the brain 
drain. This is caused by physicians in non-Western societies becoming 
estranged from their own people during the course of their training. 
There are exceptions, of course, but from my own experience and from 
observation of young Korean nationals, our training has not equipped us 
to deal with the fears linked with disease experienced by a Korean vil- 
lage woman, for example, and treating patients largely means dealing 
with fears. We talk to a village woman about her heart, her stomach or 
her kidneys, and give medicines, injections, transfusions, and surgery 
for the heart or stomach or kidneys. But what we explain as being the 
cause of the disease and our subsequent treatment of it are not neces- 
sarily in accordance with what she knows and fears about her illness. 
She is and feels herself to be a sick person, no matter what it is pre- 
cisely she is suffering from, and she wants to be taken care of in her 
totality. But the Western-trained physician has no relationship to 
that. He may just smile or get annoyed about her ‘superstitions and 
backwardness', even supposing it should reach the level of his/her aware- © 
ness! What we do not give her, she will obtain by going to a herbalist 
or a 'mudang'. Our scientific explanation, method of treatment, the 
financial expense and 
our skills (results 

of a very costly edu- 
cation) are often was- 
ted on her in the 
course of events. 


But just listen to 

the music of the 'mud- 
ang's' exorcism! That 
achieves something; 

it neutralizes fear. 
It even lifts the 
spirit of a casual 
passer-by. It is joy- 
Ful; it stimulates 

the superstition in- 
volved. Indeed, it 


is most effective in exorcising the spirit of fear connected with our 
village woman's disease. How far removed is this from our modern dis- 
covery of musical therapy and art therapy? In an exorcism like this, 
all the senses are stimulated: by the sight of the dancing, by the 
smell of incense, by the powerful rhythm of drum and gong, and by the 
taste of the remedy that the patient may be given. Who would not for- 
get fear and worry about disease and gain a sense of hope - patient 
and relatives alike - during a ceremony like this? 


We are all ill-advised to laugh or to criticize. It indicates failure 
on our side to care for the fears and mental problems that accompany 
disease. The modern physician lacks this capability. One explan- 
ation is that he is no longer familiar with how simple people feel, 
live, and think, and more often than not, he is unaware of the cultural 
differences between himself and his clientele. Even in the United Sta- 
tes and Germany. today, witchcraft, miracle workers, Eastern medicine, 
including acupuncture, the Yin and Yang philosophy, remedial massage 
and moxibustion are gaining ground speedily. This can be taken as an 
indication that, in Western societies too, people expect more from medi- 
cine than the scientific approach to their bodies. 


Our profession suffers from the consequences of seventy years’ organ- 
oriented and hospital-based curative medicine. Yet people need and 
request to be treated as whole human beings. It is the art of medicine 
to respond to this request effectively wherever it arises. But genera- 
tions of physicians have already been born and died since so-called 
scientific medicine emerged, and since medical training became entire- 
ly institutionalized and unrelated to the community setting where the 
causes of disease are rooted and where the main impact of the conse- 
quences is felt. 


Before scientific medicine rose to the scene, hospitals were shelters 
for the poor and destitute rather than institutions for treatment of 
the sick. The average person was born, lived, got sick and died at 
home, and the physician treated that person at home. The apprentice, 
the medical student of old, went with his teacher to the patient's 

home to learn the art of medicine, to treat the disease where it arose, 
and to take heed of the environment and family conditions that had 
caused or influenced it. 


More than two hundred years ago in London, there lived two physicians, 
the Armstrong brothers, who treated the children of the poor. At that 
time, the child mortality rate in London was 50 percent. But in their 
clinic, the Armstrongs had @e mortality rate of 5 percent. They had no 
antibiotics or vaccinations or any of our modern technical approaches. 
Their only method of preventing death was good food, fresh air and 
cleanliness, and the deliberate effort to make these methods work at 
home - not only while the child was sick, but afterwards toa. In other 
words, they did not just treat the children, they treated the environ- 
ment which caused the disease, and most of all, they educated the par- 
ents. The Armstrong brothers died in poverty and their work was large- 
ly forgotten, but modern medicine has still not attained the high level 
of their accomplishments. If it had, the present dilemma of the medi- 
cal profession would not exist. Two things went wrong: 


1) Medical education and practice got institutionalized 
with the advent of science and technology. Subsequent-~ 


ly, today's physicians cannot practise their skills and 
cannot work effectively outside a hospital environment. 
Patients who cannot afford or are not motivated to come 
to a hospital for treatment are left out of the system. 
In many countries, this applies to the majority of the 
people. 


2) Public health services evolved separately from curative 
medicine and, in contrast to curative clinical medicine, 
developed a mass approach to the problem, (vaccination 
campaigns, sanitation etc). But the individual sick pa- 
tient at home was left out of that system too, and (as 
Cicely Williams has pointed out) they made the mistake 
of believing that the installation of electricity, piped 
water and hygienic toilets would automatically cause peo- 
ple to learn how to use them. 


The separation of mass-oriented public health and hospital-oriented 
curative medicine is both inefficient and expensive, and it was a dis- 
aster to introduce this into developing countries. Today, much empha- 
Sis is put on preventive medicine and this is hard for curative-orien- 
ted hospital physicians to accept and understand. However, mass pre- 
vention takes care of many problems and, in comparison to the cost of 
curing and rehabilitating a polio case, it is definitely cheaper to 
vaccinate thousands of children. The priorities are set accordingly, 
whether the clinicians like it or not. Yet the trouble with this ap- 
proach is that it does not care for sick individuals now, (those who 
never reach a hospital), and has no plan to do so in the future. These 
people may die or remain crippled for life because there is not even a 
minimum of simple curative care available to them. This is indeed the 
responsibility of the curative sector, but it is ineffective if it re- 
mains restricted to hospitals. After 25 years of 'modern' medicine here 
in Korea, it is still ineffective; the best case in point being matern- 
ity care as mentioned above, which is neither helped by efforts made in 
the field of public health nor by the unprecedented progress in curative 
medicine. 


The answer to the problem is community medicine, but there are very few 
people who understand what community medicine is, and there are many 
misconceptions. I will mention just some of them briefly. 


Community medicine is not ‘poor people's medicine! - The principles of 
cisco as to the slums of Seoul or Bangkok. Nevertheless, poor people 
stand to gain most. 


pital-based curative medicine and mass-oriented public health. Commun- 
ity medicine brings curative medicine into the community and into the 
home and brings preventive medicine into the hospital. The hospital 
should be neither at the centre nor on the perimeter of health care but, 
rather, should be seen as an integral part of the community and as a 
partner in the decision-making process oriented towards existing needs. 


Community medicine is not 'second class medicine' - Community medicine 


those who, up until now, have had no access to medicine at all. 


that these may relate to existing needs more realistically. Public 
health workers have more dealings with communities than do clinicians 
and they are therefore in a better position to read the signs of the 
times, to work out their relationship to the principles of community 
health, and to make plans work. Clinical physicians are less prepared 
to recognize the challenge posed by the concept of community health 
because of their training and subsequent general outlook. Also, since 
Financial investments tend to go further in communities than in hospi- 
tals, public health services are better able to make use of them. Un- 
Fortunately, this often causes a hospital to feel ‘left out' by commun- 
ity medicine, and it is important to develop a real understanding and 
appreciation of curative medicine within the community, which leads to 
a more relevant use of hospital services at the referral level. 


Here, then, is a true 'pioneer area'. There are no ready-made precepts 
to work bys; we have to study and learn. A hundred years ago, the in- 
troduction of bedside teaching into the curriculum for medical students 
was a revolutionary idea. Today, we cannot imagine how anyone could 
have become an efficient doctor without bedside experience during train- 
ing. Community medicine will revolutionize medical education in the 
future and, a hundred years from now, no one will be able to imagine 

how a physician's training could have been carried out in a hospital 
alone, unrelated to what happens in the community and in the home. Com- 
munity medicine is not a new subject. Like bedside teaching and treat- 
ment, it is just another approach to healing, and it should be pointed 
out that this new approach neither opposes nor degrades medical special- 
ization, science or technology. It only helps these to find a more 
balanced relationship to the object of our care and concern - the 
patient. 
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CMC NEWS IN BRIEF 


The island of Koje, 10 kilometres off the south coast of the Republic 
of Korea, was chosen in 1969 as the site for the Kojedo Community 
Health Project largely because it was a doctorless region, described 
as lying outside the area designated by the Government for industrial 
development. Those plans have since been changed, and Kojedo is now 
to become a major centre for ship building. This will in time mean a 
totally new community to be served and thus a totally new medical plan 
to be developed. What may have been appropriate in the past is no 
longer appropriate for the future. What may have been financially 
unfeasible in the past may now actually be feasible for the future. 


The previous Minister of Health, now National Assemblyman from Yong 
Dung Po in Seoul, Dr Chung Hee Sup, and the previous Vice Minister of 
Reconstruction and Development, Dr Daniel Kie Hong Lee, now the Direc- 
tor of the Korea Community Medicine Corporation, have proposed to the 
Christian Medical Commission a joint project including the following 
parties: the Korean Government, the Christian Medical Commission, 
Pusan National University, the ship building companies, the community 
of Kojedo, and the Kojedo Project. The proposal is to set aside the 
island of Koje as a demonstration area for health care and to set up 
a health system therein in which all health care delivery - govern- 
mental, industrial and private - is to be unified under one regional 
plan having the following medical service components: 


1 An executive body that will plan, coordinate and adminis- 
trate all activities of the health system. 


2 A primary care system responsible for delivery of all ba- 
sic health services to the entire population, utilizing 
aides, health auxiliaries, paramedical assistants and 
village workers for the treatment and management of dis- 
ease and illness in any reasonable way to the betterment 
of the people of Kojedo. 


3 A secondary care unit responsible for delivery of special- 
ty services on a referral basis from the primary care 
units, the secondary care unit to receive assistance, 
supervision and tertiary care support from Pusan Univer- 
sity Medical School. 


4 A medical insurance agreement, developed by the programme 
and offered to the community for their purchase and use 
at rates that will allow full participation of the commu- 
nity members. 


(John R Sibley, MD, Kojedo) 


Photographs by courtesy of Dr John R Sibley, Kojedo, and the World 
Health Organization, Geneva 


COMMUNITY 
HEALTH and 
the CHURCH 


The church is concerned with people and people live in communities. The medical pro- 
grammes of churches and missions are challenged today to meet the needs of people-~-as 
individuals, as families, as communities. 


As the conditions of people and their communities change, the spectrum of needs and 
problems is also undergoing change. To be able to respond to such changes, informa- 
tion is needed about principles and methods of community-oriented health care. COM- 
MUNITY HEALTH and the CHURCH, a 74-page booklet published by the Christian Medical 

mmission, contains some of the recent thinking on the medical mission of the church 
and also practical suggestions for church-related medical programmes and questions 
For reflection and action. 


Together with its bibliography the booklet is intended to help health workers of all 
categories and denominations as well as church leaders and decision-makers in all six 
continents in their search for new methods of dealing with health problems. 


Please send me copies of COMMUNITY HEALTH and the CHURCH 
PRICE 
My cheque is enclosed surface mail 
aa Gs sO) Please bill me air mail (extra 
DM 6.50 charge) 
US$ 1.95 
ie. 65 NAME (please print) 
ADDRESS 


rates for bulk orders 
of 10 or more copies 


available on request Return to Publications Office, World Council of Churches 
150 route de Ferney, 1211 Geneva 20, Switzerland 
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